Introduction
A growth in the development of clinical guidelines has been prompted over recent years by the need to improve the quality of health care and to keep a tight grip on escalating costs. The term clinical guideline has, in the past, been applied to anything from a rigid protocol to a vague heuristic. The broad view of clinical guidelines is that they outline procedures to be followed and thus help doctors in making decisions.
Attempts to implement clinical guidelines have met with limited success because the behaviour of clinicians often has not changed in line with the recommendations in the guidelines.' Various factors have been seized on to account for this resistance -for example, the fear of losing clinical freedom'-3; the careless design of many guidelines, which renders them either impractical to refer to or not feasible to carry out' 4-6; the lack of evidence or consensus on which to base guidelines3 6-9; and the belief that clinical guidelines are being created to reduce healthcare costs or to aid administrative procedures at the expense of quality.2 10 The evidence cited to support these views has been meagre.
Dukes argues that persuasion is necessary to encourage use of clinical guidelines and that to be persuaded doctors will need to see that the benefits of clinical guidelines outweigh the drawbacks." l In the light of this, Dukes states, "It is a little strange in this situation that noone has systematically explored practitioners' attitudes or asked them where protocols might be useful to them." Research exploring clinicians' views on and attitudes towards the concept of guidelines has largely focused on general practitioners. Grol found that 80% of his sample of Dutch general practitioners were in favour of basing their decisions on nationally developed standards, but 56% thought that adherence to standards should not be compulsory.'2 Wilson et al found that less than a quarter of their sample of primary care physicians claimed to use guidelines "frequently." 13 The objectives of this research were to find out the attitudes of hospital doctors towards the culture of clinical guidelines and to what extent they perceive clinical guidelines as being used. I also asked hospital doctors why they thought clinical guidelines might not be used and how they thought the use of clinical guidelines could be encouraged. Clinicians working in general medicine had the most welcoming attitudes towards guidelines. The most resentful attitudes were held by general surgeons (table 2). Senior house officers had the most welcoming attitudes towards guidelines; the most resentful attitudes were expressed by house officers (table 3) .
CURRENT KNOWLEDGE AND USE OF GUIDELINES
No guidelines in the appropriate specialty were known at all by 7-5%(20) respondents; 64%(172) respondents knew of fewer than 20 guidelines in their specialty. A total of 57%(136) respondents stated that they used less than half of the guidelines they knew of. Overall, 60%(161) respondents said that they used a guideline either daily or weekly, with 76%(203) using at least one guideline every month.
PURPOSE OF GUIDELINES
The most commonly stated purpose of guidelines was to aid decision making (72%, 194 respondents), followed by improving patient outcomes (58%, 156) and incorporating research findings into practice (42%, 112). Two hundred and six respondents said that they would not be reluctant to use guidelines designed to reduce costs without affecting patient outcomes.
FINDING OUT ABOUT GUIDELINES
Over half the respondents (50%, 134) said that they learnt of guidelines through discussions with their peers; 39% (105) The finding that 60% of respondents claimed to use a guideline weekly or more frequently, suggests that the use of guidelines among these clinicians, whether by referring to the document or basing decisions on memorised recommendations, is regular. The most commonly expressed reason why doctors may not use clinical guidelines was that doctors were unaware of them. This view does not explain why 5 1O% of respondents said that they used less than half of the clinical guidelines that they knew about. The large proportion of respondents who agreed that some guidelines were not used because they had been poorly developed or were impractical, shows that beneficial guidelines are carefully selected from the total number available.
The response rate was 66%, which means that the views of over a third of the sample may have been different from those expressed. The sample was intended to be representative of the proportion of clinicians at each grade in each of the chosen specialties, but the nonresponders and clinicians who were no longer in post may have led to a sample that was not entirely representative of the population as a whole. Non-respondents telephoned by Grol were less positive than the respondents towards the organisations developing the standards.'
The results of the current study may therefore be overoptimistic; non-respondents might have been less positive about the culture of clinical guidelines than is suggested by the views of respondents.
The term clinical practice guideline was not defined in the questionnaire, so some variation in responses may be attributable to different understandings of what a guideline is. As mentioned above, the term may be used to refer to anything from a rigid protocol to a vague heuristic. This study focused on attitudes and behaviours towards the culture of clinical guidelines rather than confining respondents to one specific definition. Similarly, when examining the extent to which guidelines are said to be used, the term use was not defined in the questionnaire; thus the responses may be interpreted with various possible uses in mind.
Self reported behaviour is an inaccurate measure of true behaviour. Lomas et al showed that clinicians' claims to have adapted their behaviour towards the recommendations of a guideline on repeat caesarean sections were not supported by the numbers of repeat sections performed.'8 Distortion of memory or an attempt to give socially desirable and consistent answers may be responsible for discrepancies between reported and actual behaviour.
The influence of other clinicians was illustrated in this research by the statement of many respondents that encouragement from peers and senior doctors was an effective means of encouraging the use of guidelines. Much information on guidelines was also said to derive from other clinicians. Further research is needed to clarify the strength and nature of the relation between clinicians' behaviour and established social norms. The differences in attitudes expressed by members of different specialties may also be influenced by the social norms of each group and therefore warrants further investigation.
In conclusion, the results indicate that the culture of guidelines has been greeted positively by this sample of clinicians, but individual guidelines are evaluated according to certain criteria before they are adopted. Other clinicians are perceived as having an effect on whether guidelines are used. Coercive measures of implementing guidelines, such as regulation, payment, or sanctions, were not thought to be appropriate.
This study has highlighted the dissemination and implementation processes which were thought by this sample of clinicians to have influenced their behaviour in relation to the use of guidelines. In contrast to this broad look at attitudes and self reported behaviours towards the developing culture of guidelines, further research is needed to explore clinicians' attitudes and actual behaviour towards specific guidelines. Thus, factors which differentiate between guidelines that are used and those that are ignored can be more accurately identified and manipulated in future implementation strategies. 
